roof newly formed tissue replaces the defect and in the course of time this layer becomes firm connective tissue, acting as an effective barrier against intracranial pressure and pulsations.
In the writer's experience, operative removal of the orbital roof was followed by pulsating exophthahnos in one instance. In this case the intracranial operative removal of the orbital roof was part of the treatment of a cranio-orbital injury. The postoperative course was complicated by meningirls and postmeningitic hydrocephalus. During the period of increased intracranial pressure pulsating exophthalmos developed, but it subsided completely after the successful relief of the hydrocephalus.
It therefore seems reasonable to distinguish the mechanisms of pulsating exophthalmos in cases of abnormal cranio-orbital communications in two categories: (1) A lowered mechanical resistance of the cranio-orbitat barrier, which replaces the defect, either as a result of a developmental disturbance or local disease. It does not seem to be of fundamental importance that the intracranial pressure should be increased at the time of the examination. (~) The increased intracranial pressure and pulsations are the main factors against which the reparative processes replacing the orbital defect are only partly effective. There is a direct relation between the pulsating exophthalmos and increased intracranial pressure, viz. lowering of the intracrauial pressure makes the exophthalmos disappear.
It is the second group that has aroused our special interest. In e of our cases the pulsating exophthalmos that occurred after cranial injuries resuited from herniation of a hydrocephalic brain through a perforation in the orbital roof.
In chronic internal hydrocephalus the thinning of the orbital roof from the pressure of the brain may be considerable. Fig. 79 in Dorothy Russell's 9 report on hydrocephalus shows marked erosions at the base of the skull in such a case; the bone of the orbital roof was so thin that a hole was accidentally made with the point of the forceps whilst stripping the dura, exposing underlying adipose tissue. If, for instance, such a person falls and strikes his head against something, the brain is consequently set into motion. If the movement of the skull is stopped, the brain continues its movement until this is resisted by certain parts of the skull. If the circumstances of the accident determine a rotatory movement of the brain towards the roof of the orbit, the latter yields to the impact, which means perforation of the roof and herniation of the brain into the orbit. It seems also possible that the fracture of the orbital roof is caused by vibrations, set up by the injurious forces. Sooner or later the fractured part of the orbital roof gives way to the high pressure of the intracranial content and intra-orbital herniation of the brain follows.
CASE REPORTS Case 1. #N. ~080. Y.M., a female 24 years old, was admitted on July ~, 1946. In December 1943 she had been hit by a motorcar and was admitted to an Indonesian hospital with a basal fracture of the skull. She remained unconscious for 4
